INTRODUCTION
Until recently it was assumed that there were large regional variations in alcoholrelated problems in Britain between north and south1 and also between different regions in Scotland.2 These assumptions were based on officially recorded levels of alcohol-related mortality, crimes and alcohol admissions. Crawford et al3 suggested that patterns of alcohol consumption did not differ in a manner consistent with the much higher rate of alcohol-related problems recorded in certain regions. They further suggested4 that the differences in psychiatric admissions for alcohol dependence, abuse and psychosis could be largely explained by admission policies. The use of Mental Health Acts in Britain for the formal admission to psychiatric hospitals of people with primary alcohol-related diagnoses also seems to vary. There is scant literature on the use respectively. It is possible that the increase in the number of these admissions is a reflection of the increase in alcohol consumption as documented by WHO12 and others. 13 Poikolainen in Finland showed that an increase in alcohol consumption of 100% was mirrored by a doubling in the number of admissions for alcoholism and alcoholic psychosis.'4 Furthermore, liver cirrhosis mortality increased by 50% in this period in Finland. This has been described as a sensitive indication of alcohol consumption and the number of deaths due to cirrhosis has indeed increased steadily since World War 11 along with alcohol consumption.13, 15 In the period 1971-1983, deaths due to cirrhosis of the liver have increased by 33%. 16 No figures are available for average amounts of alcohol consumed in Northern Ireland. Other explanations for the increase could be a change in admission policy of the hospitals, or a change in public opinion with respect to alcohol abuse -it could either be more acceptable to enter a psychiatric hospital for treatment or else more people believe that alcohol problems are caused by mental illness. It is also clear that admission rates vary between hospitals, on average by a factor of threefold, between the lowest and the highest. This is similar to the threefold difference in 1982 for admission rates between the Regional Health Authorities in England with the lowest and highest rates.10 There are also wide variations in the use of the Mental Health Act, but these are not restricted to primary alcohol-related diagnoses. For all psychiatric diagnoses in 1983, the admission rate for all formal orders under the Act varied from 28 per 100,000 in the Tyrone and Fermanagh catchment area to 103.5 per 100,000 in the Gransha catchment area, which is a 3.7-fold difference.
It is difficult to explain these variations between hospitals both in the rate of admissions and the use of the Mental Health Act. Two local community surveys'7 18 did not show any significant differences in prevalence rates for alcohol abuse between the four area boards, so this cannot explain the differences. The availability of specialised resources might affect the admission rate in either direction; however, this theory would appear to be negated by the considerable variation in admission rates between the Downshire Hospital and the Tyrone and Fermanagh Hospital, both of whom have specialist alcohol treatment units. The admission policy of a hospital could also affect the use of formal orders,4 but there are no studies which look specifically at compulsory detention and alcoholrelated diagnoses.
